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Therapeutic boundary intersection disaffection
James W. Jones, MD, PhD, MHA, and Laurence B. McCullough, PhD, Houston, TexIn the end we must have people to match our principles,
not the reverse. Warren Buffet, Report to Shareholders,
1991.
A seasoned vascular surgeon, Dr D. Cent, re-
cently took the position of Director of Endovas-
cular Surgery at a midsized private hospital.
One of the initial consults was an otherwise
healthy 70-year-old gentleman with an abdom-
inal aneurysm suitable for endovascular graft-
ing. The patient was referred to a cardiologist
for evaluation at the same time by the primary
physician. Dr D. Cent’s office received a call
from the cardiologist’s office requesting that he
assist the cardiologist in performing the proce-
dure. The cardiologist has minimal experience
with such a cases acting as the surgeon but,
along with a number of others, has privileges in
the vascular suite. The physicians other than Dr
D. Cent are senior influential practitioners.
What should be done?
A. The surgeon should refuse to participate in any capacity.
B. The surgeon should refuse to participate unless he is
the responsible surgeon.
C. The surgeon should participate in the assistant role.
D. All nonsurgeons’ privileges should be withdrawn.
E. Dr D. Cent should resign from his position.
The problem of disputes among physicians over thera-
peutic boundaries is the most contentious of ethical issues,
dating back to Hippocrates. The Hippocratic Oath forbade
followers from doing surgery on “those suffering from
stone,” ceding this “to practitioners of this activity.”
The contentious nature arising at the boundaries be-
tween medical specialties in our time is clearly more com-
plex than for our Hippocratic forbears: the specialties and
subspecialties of medicine and surgery have evolved with-
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1116out anyone being in control of them, much less under a
master plan for the rational improvement of patient care.
When one adds considerations of economic reward, ego,
specialty prestige, and standing, boundary disputes among
the specialties and subspecialties can and do become in-
tense. It is important to recall that disruptions of what had
been previously settled territorial boundaries can result in
improvements in patient care, with clinical benefits, occa-
sionally virtually eliminating past therapies, as with the
discovery of the role of Helicobacter in gastrointestinal
ulcers. Usually, however, motivations for intrusions are not
so lofty.
One of the earliest responses to the ethical challenges of
disputed boundaries was proposed by Dr John Gregory, a
Scottish physician-ethicist working in the mid-18th cen-
tury. His main concern was the boundary between physic
(medical management) and surgery, which became a seri-
ous issue in the new infirmaries established for the care of
the sick working poor. He correctly concluded that physi-
cians and surgeons alike should avoid boundary disputes
because they had nothing to do with responsible patient
care and everything to do with pique, turf, and money.
Each should provide only the care for which they posses the
superior expertise.1
The trispecialty conflict over endovascular therapy of
peripheral vascular disease is a classic turf war that could be
the basis for a new medical television sitcom, if the dangers
to patients and medical ethics were not so serious. Radiol-
ogists probably first became involved as a result of busy
surgeons considering the angiography that preceded their
vascular procedures either as too-low prestige for their
high-prestige egos or they were too busy in the operating
room. Initially, junior surgeons or loosely supervised resi-
dents skewered arteries until Swedish radiologist Dr Sven
Ivan Seldinger developed a cannulation technique that
allowed arteriography with minimal risk of serious vascular
injury. Absent the concern for vascular injuries that re-
quired immediate surgical correction, the door opened for
invasive radiologists. Over the years, radiologists developed
the expertise to navigate throughout the peripheral vascular
system and to treat a variety of vascular diseases. Invasive
radiologists armed themselves with filters to filter, balloons
to dilate, stents to fixate, and coils to obstruct. Interven-
tional vascular radiology became established with advances
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other signal contributions.2
These often-serendipitous developments seemed to de-
cisively establish their therapeutic territory. However, an
Argentinean vascular surgeon altered the technology land-
scape with the discovery that surgical Dacron grafts could
be placed retrograde transfemorally and kept in place by
sewing on and expanding a proximal stent.3 While the skills
necessary for endovascular aneurysm repair momentarily
seemed to slip away from surgeons to radiologists, vascular
surgeons rapidly adapted, and through various partnerings
with invasive radiologists developed the endovascular team
concept. Cardiologists have entered the picture well into
the history of team care and their motivation is not entirely
clear. Their arrival on the scene seems to coincide with the
performance of terminal ileofemoral arteriograms.
Among the three specialties in our scenario, the vascu-
lar surgeons have the most advanced clinical knowledge of
peripheral vascular disease. Cardiologists see a good deal of
it, because many of their patients have peripheral vascular
disease associated with the conditions for which they’ve
been referred, but their expertise does not rival the vascular
surgeon’s. The cardiologist’s vascular skills are largely ac-
quired in treating the coronary arteries, and it is necessary
to realize that the presence of peripheral vascular lesions do
not carry the same indications to treat that lesions in the
coronary arteries do. The cardiologist’s selective catheter
placement skills are probably superior to those of both the
other specialties for small vessels. The invasive radiologist
has the least clinical exposure of the three disciplines and no
advantage in endografting, but has the most technical
experience with peripheral vascular radiographic anatomy
and techniques. Members of each of the specialties have
something they can claim should qualify them as endovas-
cular therapists.
In the past, technology was focused solely on improved
outcomes, but during the last two decades, an irrevocable
trend has emerged toward less invasive therapies that carry
benefits of less operative stress. Administration of a therapy
avails to nonsurgeons in direct proportion to the extent
that intervention is reduced.
Technology intertwines with economics to impose
many changes in behavioral practices. Physicians are not
blind to medical economics4 and are subject to the same
financial pressures as everyone else.5 Efficiently done min-
imally invasive procedures with high reimbursement rates
are fertile fields indeed, and there is no ethical contraindi-
cation for new entrants, provided certain standards are met.
The entrant must (1) already possess the fundamental skill
sets and acquaintance with medical knowledge of the dis-
ease to be treated; (2) be willing to serve an apprenticeship
with a qualified mentor beyond a learning curve if such is
available (the dispersion of an unproven technology for
conditions that already have effective therapies should
progress only as fast as qualified mentors are available); and
(3) not dilute the experience of their local catchment area
sufficiently to lower the quality of care. The first two concern
the fundamental professional obligation to become compe-tent in the performance of a procedure before adding it to
the services that one offers to patients.6 The third concerns
the fundamental professional obligation to subordinate
individual self-interest, including compelling economic
self-interest, to the obligation to protect and promote the
health and life of the patient.
There is no question that procedural learning curves
exist.7 In the 1990s a standard procedure for congenital
transposition that had been used for 20 years was replaced
by another that required the same surgical motor skills and
changed the anatomic rearranging in a less complex fash-
ion. The same highly regarded and technically seasoned
surgeons were involved in the change, but they still con-
cluded, “A period of increased hazard for individual pa-
tients may occur when a specialist community, a particular
unit, and an individual surgeon are all learning a new
technique concurrently.”8 Lobato et al9 reported individ-
ual learning curves and differences in outcomes of aortic
endografting depending on the frequency of the surgeon’s
experience. The European Collaborators on Stent/Graft
Techniques for Aortic Aneurysm Repair (EUROSTAR)
database with 2800 patients having endovascular aneu-
rysm repair found a 40% higher mortality rate in the lower-
volume centers than in those with greater experience.10
This case illustrates the dangers of economically moti-
vated expansion of clinical practice within specialties. The
absence of rational development results in twisted and
confused lines of referral, power, and authority when phy-
sicians enter the same therapeutic turf without coordina-
tion guided by shared professional responsibility for the
patient.
Options A and E, while perhaps—but only for the short
term—personally satisfying, are not consistent with shared
professional responsibility, because they leave the boundary
dispute unmanaged, which could imperil the patient’s health
and life, depending on what happens in the vascular suite.
Option D at first appears attractive, but on closer
examination is at risk for categorically excluding the
radiologists along with the cardiologists, attaching likely
injustices and legal ramifications. This action will not
hold up, representing, at best, a fit of pique or at worst,
the assertion of raw economic self-interest against a
potential competitor.
Options B and C are better responses to the clinical
application of shared professional responsibility in this case.
If the cardiologist is to become involved, then he or she
should be mentored in the learning process.
These two options can be analyzed by analogy to the
role of the surgeon vis-à-vis residents. That is, the ethical
challenge in this case concerns whether one professional
should be backed up by another more qualified professional
in a postresidency situation. Dr D. Cent would not hesitate
to serve as the supervisor/assistant for a resident. What is
the problem here? There are at least four serious ethical
problems with option C, in which he agrees to be only the
assistant. (1) If he served as instructor, the patient would be
misinformed about who his surgeon would be. (2) The
wrong physician would be compensated. (3) Dr D. may feel
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hesitate in voicing objections. (4) A more highly qualified
professional walking an under-qualified professional
through major surgical procedure unbeknown to the pa-
tient is a variant of “ghost surgery.”
Option B emerges as the ethically acceptable way to
apply shared professional responsibility to this case. The
cardiologist does not yet possess the fund of knowledge and
clinical skills to be the responsible surgeon and is therefore
ethically obligated not to assume this role until he has
mastered the requisite learning curve.
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